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As a general physician when I compare the cases I see now with those I saw in 1938, organic nervous diseases are only 40% of what they were, respiratory diseases 37%, and cardiac disease is only 70%. These diminutions are mainly due to establishment of new units or increased activity of old. On the other hand, digestive diseases have risen from 16% to 25%, and rheumatic diseases from 16 % to 24 %.
During about eighteen months in 1951-2 I saw 3,458 new patients at Hospital and privately.
24% or 828 were seen for rheumatic conditions, of which 128 were diagnosed as rheumatoid arthritis. This is almost the same as the proportion of hypertension, rather less than proved peptic ulcer, and rather more than obesity. The figures for hospital and private patients were practically the same. A considerable number were long-standing cases, and at the other end of the scale, early cases are, I think, difficult to diagnose confidently. For in-patients, in acute medical beds the proportion is the same. At the Royal Sussex County Hospital the percentage of medical admissions for rheumatoid arthritis was 21 % in 1950, 20' in 1951 , and 30% (31 of 1,051) in 1952.
In the Brighton General Hospital, with 290 geriatric and long-stay beds, the proportion of rheumatoid cases in what are called the acute geriatric beds is 7 5 %, and in the chronic wards 33 %.
These latter figures seem remarkably high, and it is helpful to remember the findings of Kellgren and others in Leigh (1953) , and Jacobs (1953) in Cambridgeshire. In both areas the complaints attributed to rheumatoid arthritis formed about 2% or 3% of the whole, so that the medical outpatient population with which I deal is not very different from the general population. This figure of 30% was found also by Sheldon (1948) in his work on the social medicine of old age in Wolverhampton. He pointed out, however, that the incidence of incapacity steadily increased with the age of the patient, almost certainly due to chronic overworking of a diseased joint, the effects of which increase as the years go by. The figures from the Brighton General Hospital are in accordance with this. A non-killing disease like rheumatoid arthritis thus represents a heavy liability in terms of future bed-requirements in geriatric units.
Diagnosis of rheumatoid arthritis forms part of the diagnosis of pain, swelling, stiffness and deformity. In general I think of such symptoms and signs as being either biochemical or mechanical in origin. I have, however, seen them produced by quite different and generalized disease. Degenerative joint lesions and gout are my first two alternatives, and I have 40 cases of gout in my present series. I have, however, suspected rheumatoid arthritis in leukemia, dermatomyositis, xanthomatosis, acromegaly, all of which can give pain and swelling. Stiffness can be produced by scleroderma, by nervous disease such as Parkinsonism, or unrecognized hemiplegia, or by the shoulderhand syndrome following coronary artery disease. Acute rheumatism does not concern us in this context, but there is a form of rheumatoid arthritis of very sudden onset, often with fever, accompanied by very marked cedema of the hands, which I have been tempted to call rheumatoid fever. One such case was referred to me by a surgeon who suspected bilateral axillary vein obstruction: another case had pleural effusion. The course of these cases shows them to be rheumatoid, but there is the strongest indication of general disease.
Occasionally such general disorder is the presenting feature. Anamia, lymph-node enlargement and wasting were present in 2 cases for some years before characteristic rheumatoid joint changes appeared, and in Felty's syndrome joint lesions were the last feature to develop. A similar instance was that of a patient with unexplained granulocytopenia, who was at last found to be developing rheumatoid arthritis.
There is not, at present, I think, any certain accessory means of diagnosis except biopsy. Judged by the standards of general medicine, no biochemical or immunological test gives much more than a 70% or 80% probability: it is merely a pointer to diagnosis. In this problem of diagnosis we encounter what the physicists call the principle of indeterminacy. There are such a number of lines of approach that I feel there may well be a number of defects in bodily metabolism and resistance, any one of which may cause a breakdown in the small joints in particular, so that there may be as many causes of rheumatoid arthritis as there are of clubbing of the fingers, and we ought to speak of a rheumatoid arthritis syndrome.
The question of diagnosis does not confine itself to the small joints. Soft tissues, particularly muscles, may be affected, and I would think the shoulder girdle muscles not uncommonly show symptoms. particularly the "jelling" phenomenon (symptoms and dysfunction are made worse by rest or cool environment, worse on arising, and better from mid-day until evening. See Committee of American Rheumatism Association, 1949). In such cases, relaxation rather than physiotherapy is indicated.
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The lymphoid lesions often associated with the Felty syndrome have been mentioned. Pulmonary lesions have been suspected in a number of cases, but the recent reports by Fletcher (1953) and others on the very characteristic types of change seen in pneumoconiosis associated with rheumatoid arthritis suggest either that there is more than one sort of lesion, or that some appearances are non-specific and that we shall have to be stricter in our criteria. It is curious that pulmonary lesions (neoplasm) can apparently cause rheumatoid arthritis without notable pulmonary lesion of the rheumatoid type. The concept thus arising is of a diffuse process with a local manifestation, the causes being obscure, and the complex being describable essentially in terms of clinical and histological abnormality to which no clear endocrinological or biochemical date can be attached.
Treatment, at best, is only empirical. In such assessments it is worth remembering the statement of Louis Renon (1914) in respect of pulmonary tuberculosis that "a comparison of the results obtained by the various methods of antitubercular treatment shows that these results are practically identical in all cases, the percentage of cases cured or alleviated ranging from 65% to 71 %. I have described this proportion", said Renon, "as 'the normal coefficient of amelioration'. The particular medication is no more than the vehicle of suggestion."
Past treatment of rheumatoid arthritis provides an example of this. Far too commonly patients say of a doctor "He helped me a lot-I went to him for two years." Five years ago I found 13°/ of my rheumatic patients had attended for more than six months. Compared with any disease for which we have a true cure, these statements indicate no cure. It must be remembered, also, that many patients never consult a doctor-in Leigh 20% of males and 40% of females-and yet do, one presumes, reasonably well. The disease, in other words, limits itself, and notoriously may do the same under treatment. I doubt if any condition shows more depressing instances of self-deception on the part of a practitioner. To quote one example only of treatment, namely aurotherapy, which is, I think, under scrutiny in a number of centres: In Hove we have had 40 cases under treatment for two years, half having gold and half control injections. Only one individual in the hospitalthe pharmacist-knew the substance injected in each case. No evidence has been obtained that gold was of more benefit than the control, though I would not say it was of no benefit. "No placebo has no effect". It is interesting to note the attitude of the medical observer: two courses of the control were interrupted because a gold dermatitis was suspected. Such is one difficulty in a consistently conducted control series.
Cortisone and ACTH give very much more definite results, but even here somewhat similar difficulties arise. A recent full review by Thorn and others (1953) indicates that in the vast majority of cases the administration of adequate suppressive doses results in a marked improvement in the patients' general condition. It is clear, however, that there are differences in opinion as to the best means of treatment and a general agreement that there are many factors poorly understood or quite unknown. A general physician would say, I think, that this also is at present an empirical but often valuable method of relieving a disease for which at present there is no cure. Discovery of a cure depends very largely on a knowledge of the cause.
In considering the cause I myself think very largely in terms of function and have little use for the concept that rheumatoid arthritis is a mesenchymal disease except by accident. I am accustomed to say that the human body is the only means by which the human personality can adapt itself to and express itself upon its environment. As a result, any conflict between personality and environment, or difficulty in adaptation and expression, is likely to involve some degree of somatic change. We are familiar with psychosomatic disease of stomach, bowel, skin and circulation. I feel that rheumatoid arthritis is often a psychosomatic disease of the locomotor system, and, since we move about in our environment by means of our mesenchyme, from which were formed our muscles, bones and joints, rheumatoid arthritis is labelled mesenchymal-but only, as I say, by accident.
Of course, no evidence has been found by the Empire Rheumatism Council (1950) that rheumatoid arthritis patients have undue psychogenic factors. It is, however, my experience that in a number of diseases where, to any ordinary observer, there seem adequate causes, the patient has often denied any emotional stress, and I think rightly. It seems to me that the emotional motors driving our personalities are geared partly through our cortexes and partly through our vegetative centres, and I believe it quite possible that the drive to the cortex can be cut out and the drive to the vegetative centres thereby stepped up. These patients say they do not worry, and I do not believe they do, but there is a turmoil in their hypothalamus or thereabouts, transferred somatically.
How, on this basis, would I explain rheumatoid arthritis? It is essentially a lesion of small joints, especially the hands. It is not due to a general lowering of joint resistance to normal stress, or why do not other joints break down? There is indeed, I would say, following Kellgren and Moore (1952), a different disease where lowered joint resistance is the primary factor, so that changes in interphalangeal joints can indicate lumbosacral disease. This is, however, exceptional in rheumatoid arthritis. The alternative explanation is undue stress in the joints. One might expect the hands to be affected by cortical activity, for the human hand is a very important anthropological phenomenon, which has even been suggested as reponsible for part of that cortical overgrowth which demarcated man from the rest of the brute creation. Emotional turmoil may easily express itself in unconscious muscle activity in the hands, and we are familiar with clenched fists, writhing fingers, and so on.
We should remember also that not only is the human hand the most delicate physical instrument the world has known, but it can be put to enormous stress. The small joints and intrinsic muscles have to take all the oarsman's drive of leg and back muscles, or thrash a golf ball two hundred yards, or take many other severe, violent or sudden strains. Such demands may often be made by an obsessional temperament on these small structures. Women shopping, for example, manipulate heavy bags with overladen fingers repeatedly and rapidly. If chemical processes not at present understood are defective, this physical strain which we do understand can determine that form of breakdown we call rheumatoid arthritis.
The conception of rest by avoidance of voluntary movement has been familiar since the days of Hilton. I believe, however that there is another source of strain, unconscious muscle tension, producing what may be called defective manual posture. Barlow (1952) has written on postural homeeostasis, and the therapeutic approach arising therefrom, and I believe it can be applied equally to the hand. That postural defect can produce joint damage is most easily demonstrable in the vertebre. It is sometimes possible to diagnose right or left-handedness from a lumbo-sacro-iliac X-ray; a lifelong postural defect will produce spinal arthritic changes strikingly demonstrable on the X-ray film, but the backache comes from the posture and not from the osteophyte.
In the same sort of way, manual posture and functional defect may predispose to rheumatoid arthritis, and I cannot help feeling it would be worth trying relaxation of forearm and hand muscles as a part of treatment. This problem has been approached by a psychiatrist, Garmany (1952), for his own purposes, and he remarks that "there is no doubt at all that it is most unwise to go further" until... "the hands and forearms have been patiently treated until reasonably good relaxation is obtained". It is interesting that Barlow finds physical medicine leads to personality change and Garmany finds personality problems helped by physical medicine. I am probably biased in this matter, since I have myself rheumatoid arthritis, and I am conscious that I have a habit of tightening my hand muscles, pointed out to me years ago by a golf professional. It is, however, a habit common to many tense individuals. I do not believe that the biochemical and materialistic approach to the problem of rheumatoid arthritis will suffice, and indeed that is the lesson of cortisone. The patient must be regarded as a whole, but one of the most important parts is, I believe, that with which physical medicine is concerned. In general medicine we have been in the habit of thinking in terms of organ inferiority: but nowadays we are less anatomists than physiologists, and our diagnoses are not so much in terms of deformity of structure as of defect of function. Cortisone may remedy the structure but not the function, that co-ordinated use of body and limbs which is the particular sphere of physical, medicine, emphasized lately by Lovatt Evans (1953). Rheumatology is full of facts which are not understood. The constitutions of the ketosteroids, for instance, are set out with the precision of hands at bridge, but at presentwe can say no more of what they really do than we can foretell how the cards will be played. To quote Aristotle: "It is an easy matter to know honey, wine, hellebore, cautery or the use of the knife, but the knowing how one should administer these with a view to health, and to whom and at what time amounts in fact to being a physician."
